centers and district and urban hospitals. During the relatively brief period of 6 months after the program, there was a 48% reduction in "fresh stillbirths" (FSBs), which have been speculated to include a substantial number of potentially viable infants who would not have previously been offered resuscitation. 7 It should be noted, however, that .90% of the attendants who administered bag-andmask ventilation in both the pre-and post-training periods were physicians, not the nurses and other providers who are generally the workers in the field.
In the second study, by Msemo et al, 2 a similar HBB strategy was used to train 40 "master instructors" from 8 study site hospitals in Tanzania, who then delivered the program to regional instructors who in turn trained health providers in the smaller facilities within each of the 8 districts. During the 2 years after intervention, there was a 24% reduction in FSBs and a 47% reduction in early neonatal mortality, defined as death within the first 24 hours. This program was focused on the grass-roots birth attendants, many of whom practice in rural facilities, rather than on hospital-based physicians, and included strategies such as conducting refresher courses and requiring all attendants to demonstrate resuscitation skills with a manikin at the start of each shift in the delivery area, including practicing bag-and-mask ventilation.
Although both studies used the HBB program as their primary intervention, the study designs were sufficiently different to prohibit direct comparisons. Nevertheless, several conclusions appear justified. First, a reduction in FSB rates in both studies without a simultaneous increase in NMR indicates that lives were indeed saved, particularly with the observation in India that nearly 3 times as many infants received positive pressure ventilation during the post-training period. Second, the observed decrease in early neonatal mortality in the Tanzanian study, where education was focused on the traditional birth attendants rather than physicians, with repeated exposure to the intervention over a 2-year period, and where over 78 000 births were evaluated, suggests that the HBB program may well result in a substantial improvement in NMR when implemented in large populations and aimed at primary birth attendants. The Tanzanian study does not report the more conventional 28-day NMR, perhaps because of the difficulties involved with obtaining reliable follow-up in these populations, where the mothers and infants are often available to the investigators for only a few hours after birth. UNICEF has estimated that a child is "about 500 times" more likely to die in the first day after birth than at 1 month of age, 8 so the "early NMR" reported in the Tanzanian study likely provides a reasonable reflection of trends in a country' s 28-day NMR and even its 1-year infant mortality rate. Third, both studies were conducted in the environment of hospitals, presumably because of the controlled environment and inability to collect reliable data in the more common birthing environment of the home or rural clinic. However, if the Tanzanian study design of focusing repeated exposure of HBB to primary birth attendants can be replicated in rural traditional birthing settings, where training is currently often nonexistent, the impact on FSB and NMR would likely be even greater than observed in these hospital-based studies.
With the identification of a promising intervention, those in a position to provide the resources have recognized the need, including private and international organizations, such as the US Agency for International Development, Save the Children, the Laerdal Foundation, and the Eunice Kennedy Shriver National Institute of Child Health and Human Development. The United Nations Millennium Summit of 2000 had recently defined targets for success: the Millennium Development Goals. Now that we have a tool that seems to work, the next step is to get the job done. 
